(3) Retroversion.-W. P., aged 25; nine months married. Menses, 4/28 days. History of six years' dysmenorrhcoa, six months' dyspareunia, sacral pain, menorrhagia, and leucorrhoea. Operation: Dilatation of the cervix and ventral fixation (November 20, 1912) . Post-operative peritonitis; the abdomen was re-opened on the twelth day; there was no lymph on the peri- NOV toneum and no implication of bowel in the ventral fixation suture; the ventral fixation was done for a retroflexion with prolapse of both ovaries. In my opinion the death on the twelfth day was due to sepsis; there was no fever; intestinal obstruction was the only clioical evidence.
The After-results of Operations for Uterine Displacements.
By ARTHUR E. GILES, M.D.
IN discussing the after-results of these operations, it is above all things necessary to specify what operations are referred to, because there is no standard operation for displacements. If the results of ovariotomy or hysterectomy were under consideration, it would be different. The particular organ having been removed, it .matters very little how it was removed. But with displacements the results depend entirely on the kind of operation that is done.
A second important point is that a group of cases should consist exclusively of those in which the same operation has been done. Deductions from the after-results of a mixed group, such as vaginal fixations, Alexander's operation and ventrifixation, would have no value; and even if the mixed group consisted entirely of intra-abdominal operations such as ventrifixation, ventrosuspension, and Gilliam's operation, the data would be worthless: for the various tethering pro-cedures allow of different degrees of mobility and varying capacity for enlargement.
In the following remarks I speak of the after-results of a specific abdominal operation-namely, hysteropexy. It is neither a ventrifixation nor a ventrosuspension, in the restricted sense in which these terms are used. As much confusion still prevails on the subject of these operations, it may be as well to restate their distinguishing features. By ventrifixation is understood an operation in which the uterus is made to assume a position of extreine anteflexion, and the sutures are passed through its posterior surface and firmly fixed to the fascia of the abdominal wall. A normal pregnancy after such an operation is practically out of the question. By ventrosuspension, on the other hand, is meant an operation in which the sutures are passed through the anterior wall of the uterus, and tied to the peritoneum, and not to the fascia. By this means pregnancy can develop undisturbed, but the ease with which the peritoneum stretches predisposes to a return of the displacement. Ventrifixation is quite obsolete, and ventrosuspension is rarely done, and it would be well therefore for the terms to be dropped altogether. I have abandoned them myself and use the word " hysteropexy " for the operation that I have nearly always adopted. The features of this operation are that the sutures are passed through the anterior wall of the uterus, as low down as possible, leaving the fundus free to expand in the event of subsequent pregnancy; and the sutures are passed on each side of the incision through the fascia as well as the peritoneum, to minimize the risk of a return of the displacement.
I have recorded the after-results of hysteropexy on previous occasions: In 1906 ' when I had the after-histories of 73 cases; in 1908 2 when I reported 136 cases; and in 1910 3 when I had traced 248 cases out of 309 operated upon up to July, 1909. When I was asked to introduce this discussion I decided to try to bring my cases up to date, as far as the limited time at my disposal allowed. In the three years from July, 1909 , to July, 1912 hysteropexies, bringing the total operations to 508; and I have been able to obtain the after-histories of I"A Study of One Hundred and Forty-six Consecutive Cases of Ventrifixation of the Uterus," Brit. Med. Jousrn., 1906 Jousrn., , ii, p. 1188 125, bringing the total of cases traced to 373. The 199 cases fall into three groups, according to the indication for the operation:
(a) For retroversion, 92 cases, of which 66 were traced. (b) For prolapse, 40 cases, of which 39 were traced.
(c) For procidentia, 67 cases, of which 30 were traced. It would be a great advantage if operators who have had a large experience of other procedures, such as vaginal fixation, Alexander's and Gilliam's operations, could report the results, so as to afford data for comparing the relative advantages of different operations.
I proceed now to record the results in my cases of hysteropexy, and it will be convenient to do so in the form of replies to the following questions:
(1) How is the general health of patients who have had the operation ?
(2) How is the bladder affected ?
(3) How do patients get on who have become pregnant ? (4) Does pregnancy undo the good results of the operation ? (5) In what proportion of cases is the displacement permanently cured ?
(1) How IS THE GENERAL HEALTH OF PATIENTS WHO HAVE HAD THE OPERATION ?
I have data in 120 cases. One patient died of phthisis a few months after the operation; one had to have a hysterectomy done for a large sloughing fibroid; a third developed a large ovarian cyst and underwent ovariotomy; a fourth had a recurrence of prolapse and was operated on again. Of the remaining 116, 79, or 68 per cent., were in very good health and felt better than before the operation; 13, or 11-2 per cent., had moderate health, but felt better than before; 13, or 11'2 per cent., had poor general health, but felt better locally; 6, or 5 per cent., were in poor health and did not feel better or felt worse; and 5, or 4'4 per cent., had had either poor health or local discomfort lately. Comparing the results in the three groups of cases we get the following tabular statement (p. 195).
Thus we find that in about 80 per cent. of cases patients were better generally as well as locally. In a further 10 per cent. they felt better locally, but the general health was poor on account of such conditions as gout, gastritis, rheumatism, indigestion, faintings, nervousness, or weakness. In other words, there was improvement in health in 90 per cent. of cases. In my previously recorded cases the proportion showing improvement was exactly the same, 90 per cent. Statistics are, of course, dull and lacking in inspiration, and it is difficult to give a correct idea by means of figures of the great benefit that the great majority of patients have obtained by the surgical treatment of their displacements. Many of them in writing to me have expressed in the most emphatic terms the improvement which has resulted from the operation. It is true that if I gave quotations they would smack a little of an advertisement of a patent ml-edicine. But, if space allowed, I would quote the words of the patients themselves in order that I might in some measure meet the charge of unconscious bias that was made against me by a not unfriendly reviewer who wrote concerning my work: " Such an investigation when carried out by the operator himself is, of course, always open to the grave objection that he is by no means the best judge of the after-condition of his patients. The personal equation must enter into an inquiry of this kind and the tendency to exaggerate the benefits gained, and to minimize the bad effects resulting, from any operative procedure must be so powerful as inevitably to vitiate to some extent the conclusions formed even by the mnost impartial of observers. For this reason we are inclined to lay much greater stress upon the after-histories of patients when they are recorded by some observer other than the surgeon himself." 1 '"A Study of the After-results of Abdominal Operations on the Pelvic Organs," &c.
(Review), Lancet, 1911, ii, p. 310. (2) How IS THE BLADDER AFFECTED ?
Many visitors to the operating theatre, when watching a hysteropexy, have asked what happens to the bladder, and whether there is much disturbance in the form of frequency of micturition. The question is a natural one, because it is clear that the bladder cannot distend in the usual fashion. I have had the opportunity of examining patients, who have had a hysteropexy, when the bladder was full, and found that the bladder obtained extra room partly by expanding laterally. and partly by pushing the cervix back. Normally, when the bladder fills, the upper pole of the uterus is tilted back, turning on a tranverse axis in the position of the cervix: after a hysteropexy the lower pole of the uterus is tilted back, turning on a transverse axis near the fundus.
There is disturbance in the fornm of frequent micturition in some cases, but in much fewer than one might expect. I have inquired rather minutely into this question, and have data in 86 cases. I have divided the cases into two groups, the one comprising cases operated upon for retroversion, and the other cases operated upon for prolapse and procidentia; and in each group I have set This table shows that, taking all the cases together, 73 out of 86, or 85 per cent., had either no trouble, or at least not more than before operation; whilst the remaining 13, or 15 per cent., were worse off in this respect than they were before. As a set-off to these there were cases in which the operation was followed by improvement. In addition to the 13 cases in which there was diminished, though still definite, frequency, there were several cases in the first category that had no frequency after the operation, but were troubled with it before.
It is a matter of some interest that there were fewer cases of trouble when the operation was done for retroversion than when it was done for prolapse or procidentia, and I think that there are two reasons for the difference. In the first place, prolapse and procidentia are generally associated with cystocele, and it was necessary, in a large number of these cases, to do an anterior colporrhaphy, which might have a contributory effect in causing frequency of micturition. In the second place there is the age factor. It is well known that many women, as they get older, have some tendency to frequency of micturition; and that this factor may play a part in these cases is shown by the rather striking difference in the average age of the patients, which was 35 in the cases of retroversion, and 43 in the cases of prolapse and procidentia.
(3) HOW DO PATIENTS GET ON WHO HAVE BECOME PAEGNANT AFTER A HYSTEROPEXY?
Of the 125 cases under review, 18 were single women, 3 were widows, 30 were married women over 40, and 74 were married women under 40-i.e., of the child-bearing age. Of the latter, 12 became pregnant, or 1 in 6. In my previously recorded cases, 48 became pregnant out of 144, or 1 in 3; but in many of them a nmuch longer time had elapsed between the operation and the date of the after-history notes. Of the 12 cases, 8 have been confined, and 4 are pregnant at the time of writing, respectively two and a half, three, four and a half, and nine months; the confinement of the last is abouit due. I have, further, the histories of 10 confinements-not previously recorded, among the patients whose after-histories were included in my last report. The particulars of the 18 confinements are as follows, commencing with the 10 cases last mentioned. The reference letters correspond with those in the original tables. October, 1910 , so her notes did not appear in the earlier records. She had then had two confinements and was pregnant again, seven and a half months. The two confinements were as follows;
(1) June 19, 1908: Natural confinement of a girl, born before the arrival of the doctQr. Attended by Dr. Dixon.
(2) September 5, 1909: Confinement of a boy; the labour was natural, but " the afterbirth came away with difficulty." Attended by Dr. Dixon.
(3) The third confinement, a month after I saw her, was on November 25, 1910, and took place in Queen Charlotte's Hospital. Dr. E. Marshall Cowell, Resident Medical Officer, kindly wrote to me, as follows: " She had no undue difficulty with her labour (the seventh), which was the third since the operation. First stage lasted fourteen hours; second stage five and a balf hours. The cervix had to be pushed up over the head. She was left so long because of uterine inertia. For three hours she had no further pains at all. Small baby, probably about three weeks premature. . . . She was not torn at all in this delivery. Td 28.-Dr. Howard Downes wrote to me on March 19, 1911: " Mrs. M., on whom you performed a hysteropexy on June 21, 1909, was safely delivered of a male child yesterday week (March 11). She had an uneventful pregnancy and a rapid labour, so rapid that I was not sent for until after the baby was born. I found a rather severe tear in the repaired perineum, in which I put two stitches and hope it will close all right. The perineum was very hard and fibrous, and I doubt whether I could have prevented some tearing had I been there. The baby was a big one, about 9 lb." Mrs. B. --Operation, April, 1910 . On July 18, 1912 , Dr. Howard Distin wrote: "II have pleasure in informing you that Mrs. B. was delivered (by me) of a daughter on the 6th inst., and that her recovery has been quite uneventful."
Mrs. C.-Operation, December, 1910 . I saw her in October, 1912, and she was six months pregnant, and as the pelvis was rather contracted, I advised induction of labour at the eighth month. This was done by Dr. F. W. Davidson, who reporeted that the delivery was easy, but the child was stillborn. Among my previously recorded cases there were 60 pregnancies, of which 16 ended in miscarriage, and 44 went to full time; I concluded at that time that hysteropexy prabably caused a slight predisposition to miscarriage. This conclusion appears to need revision in view of the later data, since in none of the present cases did a miscarriage occur.
In all, I have records of 62 confinements, whereof two were transverse presentations at seven months, and the patient who had these two children had had the same complication of a transverse presentation at seven months before the operation. One case was an induction at eight months on account of contracted pelvis, as above stated. The remaining 59 were confined at full term; two were breech presentations of untisually large children, weighing 14 and 11 lb. respectively, and the patient who had had these children had already had one normal confinement following the operation. Clearly the operation was not responsible for any of the above complications. Of the remaining 57 cases, there were 10 in which the use of forceps was resorted to; one was an occipitoposterior; in several the forceps was used just at the end, to expedite matters. Probably most practitioners who used forceps in only 10 out 57 cases would feel that they had used them rather sparingly. I feel justified in stQting, on the basis of these observations, that hysteropexy causes no complications during pregnancy or labour.
(4) DOES PREGNANCY UNDO THE GOOD RESULTS OF THE OPERATION ? At the time of my last report I had notes of 29 patients whom I had examined after full time confinements. Six of the patients had had two confinements, and one had had three. In one case there was a partial retroversion, in the remaining 28 the uterus had kept in quite good position. Of my later cases, I have had the opportunity of examining eight after full-time confinements; one of them had had two confinements and one had had three. In all of these the uterus had kept in quite good position. I have, therefore, a total of 37 patients examined after having had between them 48 confinements; and in only one was there a partial return of displacement. Expressed in percentage, the tendency A-21 to return of the displacemnent after confinement may be said to be 2.7 per cent. and as this is no greater than the tendency to return of the displacement when no pregnancy has followed the operation, we may properly say that pregnancy and labour have no disturbing effect on the hysteropexy.
(5) IN WHAT PROPORTION OF CASES IS THE DISPLACEMENT PERMANENTLY CURED ?
I have a note of the position of the uterus in 114 of my later cases. In 112, or 98'2 per cent., it was well slung up in good position; in one case where hysteropexy was done for retroversion there was a return of this displacement; and in one case where the operation was done for procidentia in a single woman the attachment of the uterus stretched sufficiently to allow of some prolapse; in this case the uterus was refixed and the perineum was sewn up again. The failures in this series may thus be put down as 2 in 113, or 17 per cent.
In my previous series I had notes of 227 cases, and if I add the present ones, arranging them in their groups, we get the following We may consider that an operation is satisfactory if its good.effects are permanent in 96 per cent. of cases; as stated above, the later cases show a percentage of over 98.
In a few of the earlier cases of failure where I had an opportunity of inspecting the condition, I found that the uterus had become detached from the abdominal wall. To obviate this risk, two small matters of detail acquire importance: The first is that when the sutures are passed through the uterine wall the needle should be passed sufficiently deeply to get a good hold, though not deeply enough to penetrate the uterine cavity. The second is that the sutures should not be too thin and should not be tied too tight; otherwise they will cut through readily.
In order to obtain good results in cases of prolapse and procidentia, it is often advisable to carry out an anterior colporrhaphy and a perineorrhaphy at the same time; for otherwise the patient continues to experience the discomfort of a bearing-down feeling, due to the bulging of the vaginal walls. Even when these procedures have been adopted, there is some tendency to a return of the vaginal relaxation, and a cystocele is more apt to recur than a rectocele. In 32 cases in which an anterior colporrhaphy was done, there was a return of cystocele in 11, or 34 per cent.; whilst in 45 cases in which a perineorrhaphy was done there was a return of rectocele in only 7, or 15 per cent.
Besides colporrhaphy and perineorrhaphy, other operative procedures are often required.. I have analysed the 199 cases under consideration, and find that a simple hysteropexy was done in only 49 cases, or 1 in 4.
In cases of retroversion, other operations carried out at the same time were curetting, trachelorrhaphy, perineorrhaphy, ovariotomy, myomectomy, appendicectomy, nephrorrhaphy, ahd radical cure of hernia; sometimes three or four of these proceedings were done at one sitting.
In 40 cases of prolapse, a perineorrhaphy was done in 35 and anterior colporrhaphy in 18, together with other procedures.
In 67 cases of procidentia, a perineorrhaphy was done in 65, and anterior colporrhaphy in 62, together with other procedures, making sometimes 4, 5, and in one case 6 at one sitting. The last mentioned included curetting, trachelorrhaphy, anterior colporrhaphy, colpoperineorrhaphy, myomectomy, and hysteropexy. Such a combination we call, colloquially, "the round trip."
To sum up: The data furnished by these additional cases confirm even more favourably the conclusions arrived at in my last report, inasmuch as the general or local health of patients has been improved in 90 per cent. of cases; the position of the uterus has remained good in 96 to 98 per cent.; there have been repords of 62 full-time confinements, with no complications that could be attributed to the operation, and including 47 natural labours; the uterus has kept in good position after labour in 97 per cent.; and the patients have been free of bladder disturbance or had no more than before operation in 85 per cent. of cases, 20 per cent. having actually improved.
Hysteropexy is, therefore, a valuable procedure in cases of retroversion, prolapse, and procidentia, inasmuch as it is simple, safe, permanent in. its effects, and not harmful in the event of subsequent pregnancy.
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